Mental, neurological and substance use (MNS) disorders represent a major source of disability and premature mortality worldwide. However, in developing countries patients with MNS disorders are often poorly managed and treated, particularly in marginalized, impoverished areas where the mental health gap and the treatment gap can reach 90%. Efforts should be made in promoting help by making mental health care more accessible. In this article, we address the challenges that psychological and psychiatric services have to face in a low-resource context, taking our experience at a Moroccan rehabilitation center as a case study. A sample of 60 patients were interviewed using a semi-structured questionnaire during the period of 2014-2015. The questionnaire investigated the reactions and feelings of the patients to the rehabilitation program, and their perceived psychological status and mental improvement, if any. Interviews were then transcribed and processed using ATLAS.ti V.7.0 qualitative analysis software. Frequencies and co-occurrence analyses were carried out. Despite approximately 30 million inhabitants within the working age group, Morocco suffers from a shortage of specialized health workers. Our ethnographic observations show that psychiatric treatment can be ensured, notwithstanding these hurdles, if a public health perspective is assumed. In resource-limited settings, working in the field of mental health means putting oneself on the line, exposing oneself to new experiences, and reorganizing one's own skills and expertise. In the present article, we have used our clinical experience at a rehabilitation center in Fes as a case study and we have shown how to use peer therapy to overcome the drawbacks that we are encountered daily in a setting of limited resources.
Introduction
It would be difficult to imagine what human life would be like without stories 1 Mental, neurological and substance use (MNS) disorders represent a major source of disability and premature mortality worldwide, imposing a tremendous burden both in terms of epidemiology and costs. 2, 3 However, in developing countries patients with MNS disorders are often poorly managed and treated, particularly in marginalized, impoverished areas, 4 where the mental health gap and the treatment gap can reach 90%. 5 Efforts should be made in promoting help by making mental health care more accessible. 6 Psychiatric cures can be ensured, notwithstanding these hurdles, if a public health perspective is assumed. 7 In resource-limited settings, working in the field of mental health calls for putting oneself on the line, exposing oneself to new experiences, and reorganizing one's own skills and expertise. However, this means big efforts, a lot of 
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Khabbache et al commitment, and resilience to negative outcomes and stress. Psychologists/psychiatrists become artisans that rediscover the centrality of the patient and the quotidian dimension of their work. Human capital is indeed highly important and precious in low-and-middle-income countries (LMICs). 8 This aspect is crucial but overlooked in the extant literature, [9] [10] [11] [12] [13] [14] [15] which instead focuses on technical issues such as task shifting, scaling-up approaches, emphasizing the socio-economic dimension, but poorly investigating the psychological and cognitive challenges of operating in resourceconstrained environments from a qualitative point of view.
In this article, we address the challenges that psychological and psychiatric services have to face in a low-resource context, taking our experience at a Moroccan mental rehabilitation center as a case study.
Patients and methods

Sample and sampling procedure
After volunteering to take part in this study, a convenience sample of 60 patients (representing one half to one third of the patients housed in the center) were interviewed using a semistructured questionnaire during the period of 2014-2015. The questionnaire investigated the reaction and feelings of the patients to the rehabilitation program, and their perceived psychological status and mental improvement, if any.
The participants were aged between 18-33 years, 12 females and 48 males, and were affected by psychotic disorders, while the clinical staff of the association comprised of three nurses, one secretary, and five social workers and assistants.
All participants were informed about the objectives of the study and gave their written informed consent to participate in the study. Ethical clearance was obtained by the Institutional Ethics Review Board of the Sidi Mohamed Ben Abdellah University, Fez, Morocco.
Implementation of the task-shifting program
We implemented and qualitatively evaluated a psychiatric "task-shifting" program and a self-empowerment-based peer therapy for a rural, underserved community. The program was added to a preexisting medical program in the University Hospital of Psychiatry in Fez and utilized community workers belonging to an association to improve health care delivery.
Our reorganization of psychiatric program was prompted by administrative, social, economic, and political issues, with many volunteering psychiatrists leaving the association.
Our program was articulated in different steps and subplans. We worked both on the personnel and on the patients. To reduce the burnout and stress due to the high work load, we taught the clinical staff a self-empowerment-based approach, comprising different metacognitive activities requiring a certain degree of awareness through five processes, namely "self-description" (how do the participants describe and share their experiences, including the problems, with their colleagues?), "self-regulation" (how do the participants strike a balance between their work at the association and their private life?), "self-monitoring" (how do the participants analyze and perceive the evolution and the dynamics within the association?), "self-modification" (how do the participants treat and cope with the problems?), and "selfconcept" (how do the participants elaborate new knowledge upon strategies rationally founded and supported in order to face new unexpected situations?). 16 The association provided the following therapeutic activities: group therapy, individual therapy based on emotional expression and family interventions with the aim of sensitizing the family on the competences transfer and on the convenient manner to behave with the patient. Furthermore, we provided the patients a diversified array of workshops such as ceramic and decoration workshops, drawing and writing workshop, and music, sport, and computing workshops.
It should be emphasized that within a workshop different activities were provided on the basis of the socio-cultural and alphabetization status of the patient: for example, during the writing workshop, illiterate patients were alphabetized, being taught how to write and read from the very scratch, while literate patients were taught creative writing at a more advanced level. In particular, they were asked and instructed to write about a topic of their choice, not necessarily based on their clinical and personal story. A "humanities paradigm" [17] [18] [19] was preferred to a "scientific paradigm" [20] [21] [22] [23] [24] which, as in a randomized controlled trial, makes use of controls and implies highly standardized, structured writing sessions. We privileged, instead, more unstructured, open-ended, and exploratory sessions. Further, we informed the patients that their stories and any written material would have been shared not only with the clinical staff but also with every patient taking part in the therapeutic intervention.
The program was based on the principles of co-creation, integration, scalability, reflexivity, and self-empowerment, as advocated by the WHO agenda that called for comprehensive, coordinated actions and responses. 3 Further, we worked also on the religiosity and spirituality of the patients.
Qualitative analysis
We performed a thematic field analysis, one of the most common approaches used in the field of qualitative research. 
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Empowering mental rehabilitation center patients in a low-resource setting process of carefully reading, coding, examining, recording, reviewing, and analyzing meaningful patterns (known as "themes") and their variations associated with our research questions.
Interviews were transcribed and processed using ATLAS. ti V.7.0 qualitative analysis software (ATLAS.ti GmbH, Berlin, Germany). Frequency and co-occurrence analyses were carried out.
Results
Effects of the program
The most attended workshop was the writing workshop: patients felt themselves personally involved. Writing was exploited as a therapeutic exercise and an introspective, supportive tool, with patients freely expressing and communicating their own experiences. Writing enabled patients to understand better themselves, helping them to explore their feelings. Therefore, writing was perceived as being extremely meaningful, rewarding, and helpful.
Moreover, writing enabled to create and establish an authentic therapeutic place. We noticed that writing exerted a disinhibiting power, enabling the patient to enter in contact with the clinical staff and his/her mates. Patients were able to disclose details before unrevealed. Writing helped them to relief ailments and struggles, and to reduce the stigma, regulating and reframing emotions. The experience of feeling in touch with the others was described in terms of a mystic and "magical" experience. Patient 3 reported an experience of ego transcending, whereas patient 5 described an experience of complete absorption (infiltration).
We observed a parallelism between the achievement in reading and writing and the ability of self-describing as well as a positive effect on mental health and psychological functioning.
Patients became more self-aware and were able to learn new coping strategies, get rid of their own naïve theories, false constructs, and misrepresentations.
Patients began to develop a sense of "narrative competence", which can be defined, according to Stephen Dobson, as the ability "to create multi-directional, multi-punctual and multi-accented narratives". 26, 27 More in details, they begin to use two complementary psycho-cognitive strategies, comparing themselves versus similar or different clinical cases. Reading and writing increased the sense of empathy and improved patient communication with the peers and with the clinical staff. It also reinforced identification with the others in order to better know one-self. Feeling similar to the others and describing his/her own mental states triggered a process of inter-projection. Writing had a "relational" role, that is to say a "bridging" and "connecting" function with the exterior world and with the peers, as well as a "mitigating" effect. Further, reading and writing gave patients the willingness to express their sufferings, and open accounts in social media using fictitious names to convey their feelings. Interestingly, we found also that several patients tried to acquire a better understanding of their mental troubles by consulting books, journals, and Internet websites dedicated to psychopathology.
Writing helped patients to find a voice, to find their voice, and to develop a coherent, well-organized, meaningful narration resulting in "therapeutic emplotment" 23 and "clinical meaning". 24 Besides triggering these cognitive mechanisms, writing also exerted emotive effects and, at least in some patients, helped to reach valued, fulfilling moments, enabling them to express all their potential.
Discussion
The association helped patients in significantly improving their mental status and psychological well-being. Patients were able to develop a higher sense of insight and 
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Khabbache et al introspection, mobilizing inner energies and efforts, and reflecting upon their own cognitive and affective schemata.
Notwithstanding many hurdles, taking care of patients was possible after properly reorganizing psychiatric and psycho-social services.
Despite its large and young population made up of ~30 million inhabitants, Morocco has <350 psychiatrists, 60 clinical psychologists, approximately 400 nurses specializing in psychiatry, and a number of social workers. According to the World Health Organization (WHO), in Morocco there is an average of about nine health workers in the field of mental health per 100,000 persons. 28 This shortage of specialized health workers is dramatically in contrast with the epidemiological and societal burden of MNS disorders (which have an overall prevalence of 40.1%-48.9% in Morocco, with depression and anxiety affecting an estimated 26.5% and 25.5%-37% of the general population, respectively). [28] [29] [30] Morocco is a transitional society from economic and social points of view, and as such, is experiencing particular challenges, concerning basic education and quality primary health care, elimination of illiteracy, reduction of poverty, social inequality, and unemployment, among others. 28, 31 Our qualitative study demonstrates that self-help and self-empowerment 32 can play, at least partially, a role in developing countries. In particular, our focus was specifically on teaching cognitive and meta-cognitive skills. Patients learned how to acquire self-scaffolding abilities 33 and become functionally independent, through identifying and analyzing problems, using relevant self-assistance strategies and assessing the strategies used, and predicting/evaluating outcomes. Becoming more aware of themselves, they could interact more easily with their peers and strengthen/acquire new knowledge (constructive, collaborative learning).
The cognitive process engaged by the patients comprises of five steps: self-regulation or self-modification: the patient reorganizes his own feelings and affective/cognitive states; self-monitoring: the patient begins to understand the moments of particular frailty and relapse; interactive mind-reading: the patient understands the mental troubles of his peers; self-representation: the patient becomes aware of his mental disorder; self-concept: the patient begins to experiment new forms of cure and therapy, introducing some micro-innovations and personal variants.
The results of the writing laboratory seem to support the clinical effectiveness of this intervention. Our findings are in line with what was observed by Pennebaker, who claimed that writing therapy worked helping to develop a coherent narrative of oneself over time, fostering the use of cognitive processing-based approaches and strategies and helping to acquire new cognitive and meta-cognitive skills and abilities, stimulating and promoting reflective thinking. 19, 20 Furthermore, we found that in some patients the writing/reading experience was perceived as a peak experience. Maslow 34 and Laski, 35 studying the psychology of creativity, made a parallelism between creative experiences/situations and mystical experiences, linking them to the processes of self-discovery and self-actualization. To the best of our knowledge, there is a dearth of information concerning writing-and/or reading-induced/triggered peak experiences, 36 and this deserves further examination and study.
Moreover, it should be noted that most patients exploited the new information and communication technologies. Online therapy can be a precious resource in LMICs as it is cost-effective, and can be accessed from various places, such as Internet cafés and hot-spots, as well as from mobile devices and smart-phones. 2 Our study has a number of strengths and limitations that should be properly acknowledged. To the best of our knowledge, this article is one of the few studies available in the literature which addresses the challenges that psychological and psychiatric services have to face in a low-resource context, showing that peer therapy and online therapy, being cost-effective, can be a precious resource. Few studies have explored the outcome of narrative/creative therapy in developing countries. 37 However, the present study is based on a qualitative analysis and, as such, should be considered as a preliminary report. Our sample was a convenience sample and, therefore, caution should be taken when generalizing our findings. Our intervention was an ad hoc intervention, which, in the future, should be refined, incorporating evidence-based approaches. On the light of these shortcomings, further quantitative studies should be carried out, prospectically measuring, for example, patients' mental status.
Conclusion
We can say that, according to our ethnographic data, despite the reorganization of psychiatric services due to different, concurring social, political, economic, and logistic issues, we were nevertheless able to provide patients with effective rehabilitation programs. Patients themselves, in their turn, were able to create their own "self-empowerment" and construct their own psychotherapy, being able to put into practice an approach termed as "Selbstgesteuertes Lernen" (self-regulated learning) by the German pedagogists. 
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The great shortage, and inequitable distribution, of psychiatrists in LMICs is one of the key reasons for the large treatment gap for people with mental disorders. Psychiatrists need to play a public mental health leadership role in increasing the coverage of mental health care through task shifting of effective interventions to non-specialist health workers. Psychiatrists' new roles should include designing and managing such programs; building clinical capacity, supervision, and quality assurance; providing different referral pathways and research; 40, 41 and responsibilizing the patients (principle of responsibility or of Eigenverantwortung, according to the German pedagogists). 38, 39 It is also fundamental that patients themselves take part in the designing of rehabilitation programs, in such a way that the program is tailored and targeted to patient's need and becomes more effective.
